Patients with disability that is not fully accounted for by known pathology commonly consult within health care systems, and their diagnosis and management present challenges. This editorial puts the phenomenon in a historical context, and then discusses three such challenges: explanation, labelling and management. It suggests that the World Health Organization (WHO) ICIDH-2 model of illness would predict the existence of illness without pathology and consequently it suggests that a new name, sinepathy (i.e. without disease), would be appropriate. It also suggests that a standard rehabilitation approach with a focus on cognitive behavioural therapy might be the best management for patients with sinepathic disability.
Introduction
As a junior hospital doctor training in general medicine and neurology in 1977 I was struck by the large number of patients who presented with symptoms for which no specific diagnosis was identified. Indeed I wrote and submitted my first paper on the problem (the paper was rejected!).
Today the phenomenon remains common and should concern rehabilitation experts for at least two reasons. First, patients will not only attend other clinics with problems which are not related to disease, but they will also attend rehabilitation services. In both situations the correct diagnosis may not be recognized. Furthermore there is an association between unexplained neurological symptoms and disability and emotional disturbance. 1 Local experience in Oxfordshire suggests that patients with medically unexplained disability are common in disability clinics and services.
Second, rehabilitation services may be particularly good at diagnosing and managing these patients. They are familiar with assessing and managing patients with problems that arise from or are influenced by many factors at the same time. They are familiar with the concept that external events and emotional states can have a great influence on a patient's disability. Patients who have disability without disease are only at the extreme end of the spectrum.
Background
It has long been recognized that symptoms may occur without underlying disease. For example, in 1968 a study of 414 healthy younger people not taking any medication showed that only 19% had no symptoms over a 72-hour period, and that the median number of symptoms experienced was two. 2 The importance of this phenomenon to the health care services has also been known for many years. For example in 1974 the American health care system was faced with an epidemic of nonhypoglycaemia. 3 Furthermore, research over 30 years ago demonstrated the importance of environmental and cultural factors on the response to symptoms. For example, an observational study carried out over 25 years showed that men had more incidents of severe illness, but women took more time off work and this difference was attributed to cultural differences. 4 Even then it was recognized that factors such as low job satisfaction, 5 poor inter-personal relationships, having a mother with similar behaviour, and external stressors 6 were all determinants of the rate of presenting with symptoms to doctors.
Recent studies have confirmed that a significant proportion of patients present with symptoms for which there is no ready 'medical' explanation (i.e. where there is no pathology to account for the symptoms). For example, about one quarter of frequent attenders at outpatient clinics have no underlying disease. 7 In routine neurological clinics 11% of patients have no disease to account for their symptoms, and in a further 19% the disease found probably did not account for the symptoms. 8 Such presentations may be much more common in primary care practice 9 where it may be much better managed. It is worth noting that half of patients with depression also have multiple, unexplained somatic symptoms. 9 This phenomenon is not restricted to symptoms. Patients in the neurology clinic with unexplained symptoms are more likely to have a disability, 1 and other studies show a common association between somatization and disability. 10 Patients with unexplained fatigue are more likely to have both psychiatric morbidity and disability, though most of the disability is accounted for by the psychiatric morbidity. 11 And, although not well studied, patients with quite severe disability who have no underlying pathology have been reported, 12 the most dramatic being patients with hysterical paraplegia. 13 From this brief, nonsystematic review one may draw several conclusions:
• disability certainly can be seen in patients who have no underlying disease; • the exact frequency of this phenomenon is uncertain, but it is probably under-diagnosed; • disability without pathology is probably associated with emotional distress, psychiatric morbidity, external stressors and cultural characteristics.
Labelling and nomenclature
When a clinician states that he or she has reached a diagnosis, the word 'diagnosis' has two meanings. The first is an implication that the person making the diagnosis has reached some understanding of the clinical situation. The second is that the person can attach a diagnostic label to the patient's illness. Unfortunately the diagnosis of medically unexplained symptoms (or disabilities) highlights this distinction. The diagnostician will have achieved a diagnosis, but at present there is no generally agreed, acceptable diagnostic label.
Many labels have been used: hysteria, hysterical illness, hypochondriasis, functional illness, nonorganic illness, medically unexplained symptoms, conversion symptoms, somatization, somatoform disorder, atypical depression, etc. None of these labels is entirely suitable. Somatization is reasonable, but it is not readily understood and it does carry an implication that emotional distress is converted to somatic symptomatology. Words such as hysteria carry very negative connotations, and are not considered acceptable by patients. The phrase 'medically unexplained' is (a) not true and even illogical, as the diagnostician has indeed reached an understanding of the symptoms, which are explained, and (b) not helpful to the patient, who wants an explanation.
The challenge is to find a diagnostic label that does not carry any prejudicial baggage, that is descriptively accurate, and that does not carry any implications as to cause of the underlying problem. Traditionally the word 'idiopathic' has been used to label recognized diseases for which no specific cause has been identified. However, this is not very suitable because it still suggests that there is an underlying cause.
As these symptoms and disabilities arise without pathology, the word sinepathy and phrase sinepathic symptoms or disabilities would seem a possible label. It is descriptively accurate without implying any particular mechanism or cause, and currently (as a new word) it carries no emotional overtones. Purists might cavil at the mixture of Latin and Greek, but 'apathy' already exists!
Explanation
It is unlikely that sinepathic disability has any one explanation or cause. The WHO ICIDH-2 model of illness is very helpful in trying to understand this phenomenon. As I have suggested before, 14, 15 the model can be considered as a systems analytic approach to illness, and if this is accepted then one would make two positive predictions. First, the model positively predicts that illness (a pattern of behaviour and adoption of the sick-role) would arise without pathology in some people and in some circumstances. Figure  1 shows some of the factors that might be involved. It particularly demonstrates:
• that personal beliefs and expectations are probably very important, and • the importance of external contextual factors. Figure 1 does not show (because it would get too complicated) how the experience of symptoms which occur as part of everyone's normal life help to reinforce the illness when they are misinterpreted as being due to pathology, rather than 'normal'. Misattribution may be an important part of the processes underlying sinepathic illness, 6 and may also apply to friends, family and even health professionals. Second, the model predicts that the specific nature of the symptoms and disabilities (behaviours) would vary greatly both between patients and even within patients over time because the symptoms are not caused by any specific structural abnormality. Again this prediction is confirmed in practice: various studies have shown that patients presenting to one speciality with unexplained symptoms often have multiple other unexplained symptoms relevant to other specialities. 16, 17 This analysis also emphasizes that the diagnosis of sinepathic symptoms or disabilities should be a positive diagnosis, based on a specific pattern of complaints and behaviours. It is not simply a label for patients where one cannot reach a diagnosis. Given a positive diagnosis, it is rare for any significant pathology to be missed. 18 Thus the WHO ICIDH-2 model of illness may be one useful way of analysing and explaining the situation. It might also help in planning interventions and management.
Rehabilitation
The management of the majority of patients who have sinepathic symptoms is most appropriately carried out within primary care, and general practitioners are expert at this. However, there will be a significant number of patients who make their way into secondary care (hospital services) either because the general practitioner (family doctor) cannot manage them, or because the patients access secondary care directly. These patients, who often have significant disability, may need a more active form of management.
Evidence that might guide management is sparse. The lack of any generally used diagnostic label makes it difficult to search computer databases for relevant literature. Furthermore, the protean nature of the problem means that many different specialities will have undertaken rele-vant studies and many journals will have published relevant literature.
The model shown in the figure would suggest that intervention could be targeted at one or more of many sites, with the most obvious being 'personal context', which includes beliefs and expectations. Focusing treatment on personal context might well repay dividends in sinepathic illness as well as in more normal illness. However, it is also important to address wider issues such as family beliefs and expectations, and the attitudes and responses of health care professionals.
There is currently little evidence available to guide management. A semi-systematic search undertaken last year revealed 19 studies that related to conversion states, but none were of very high quality. 19 However, if one accepts that all sinepathic illness is one entity, 16, 17 and that it includes illnesses with such labels as chronic fatigue syndrome, irritable bowel syndrome and even some instances of chronic pain then the literature would strongly support a cognitive-behavioural approach with antidepressant medication. 19 However, it will usually also be necessary to intervene in other areas, if only to reduce the risk of relapse.
Conclusion
One may conclude that patients with medically unexplained symptoms and disabilities could fit well within the speciality of rehabilitation. They attend secondary care frequently and are often not well managed by other specialities. They have a chronic and disabling condition. Although psychological factors are important, the patients often reject any suggestion that psychiatrists may help but will accept help from a rehabilitation service. Their problems are easily explained using the rehabilitation framework of the WHO ICIDH-2 and many require multifactorial inputs from a multidisciplinary team.
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